The sternoclavicular joint is a rare site of osteoarticular tuberculosis. We now report three new cases of sternoclavicular tuberculosis. The report concentrates mostly on immunocompromised patients, notably two with HIV infection and one case marked by its acute onset which is rather original because, in this case, there was a swollen sternoclavicular joint with normal X-ray and it was the CT-scan which showed the lesions. The etiological diagnosis was made in the first case by polymerase chain reaction and in the second case by identification of Mycobacterium tuberculosis. In the third case, the diagnosis was presumptive and the outcome on anti-tuberculous drugs was satisfactory. Sternoclavicular joint tuberculosis is unusual; the painful swelling of that joint should lead to realize a performed imaging such as CT-scan.
Introduction
The tuberculosis is all around the world. The initial contamination is by airways. Osteoarticular tuberculosis (OAT) results from hematogenous spread of Mycobacterium tuberculosis (MT) from a primitive visceral home, most often lung. There are two situations: the spread of MT is old and the occurrence of TOA corresponds to a local reactivation or the spread of MT is recent and there is an active and remote localization. The advent of HIV * Corresponding author.
M. Diomandé et al.
2 infection saw appearance of unusual ostearticular tuberculosis. The sternoclavicular joint tuberculosis (SCJT) is very rare: 1% of peripheral OAT [1] . Few cases of sternoclavicular joint arthritis were described in the literature and concerned mostly septic arthritis [2] . We report three new cases of SCJT observed in Rheumatology Department of University Hospital Center of Cocody in Abidjan, emphasizing on clinical features and the importance of the performed imaging. One of the cases was marked by its acute onset which was rather original.
Observation 1
A 52-year-old patient with no particular past medical history has presented spontaneous inflammatory neck pain which started one month ago, associated with paresthesia of the upper limbs. After one week, appeared a swollen right sternoclavicular joint leading to functional impotence of the right upper limb. Other system review was normal. Physical examination revealed multidirectional stiffness of the cervical spine and hypereflexia of the four limbs without motor or sensitivity impairment. Sternoclavicular joint was swollen, tender, cold and the rest of exam was normal. On biology, the erythrocyte sedimentation rate (ESR) was 62 mm in the first hour, C reactive protein (CRP) 125.4 mg/l and the PCR realized on the abscess taken from the swollen joint, was positive and revealed Mycobacterium tuberculosis; HIV serology was negative. The chest X-ray was normal. The CTscan of the neck revealed bifocal spondylodiscitis at the level of C4-C5 and C6-C7 with epidural inflammation and CT-scan of the right sternoclavicular joint revealed were osteitis and arthritis (Figure 1 ). The diagnosis of the SCJT and Pott's disease was made. The evolution was good under antitubercular treatment which associated rifampicin (R), isoniazid (H), ethambutol (E), pyrazinamid (Z); two months with RHZE followed by ten months of RH.
Observation 2
A 53-year-old man was hospitalized for a swollen painful right sternoclavicular joint for three months. There was no improvement after three weeks of antibiotics but rather an increased volume of the joint associated with ipsilateral functional impotence of the upper limb. The tuberculosis infection signs were present (night fever, night sweating, altered general status); other systemic inquiry was normal. On physical examination, there was a swollen painful sternoclavicular joint (Figure 2 ) with liquid liking from skin fistula. The analysis of the liquid showed acid fast bacillae. The ESR was 95 mm, the CRP was 12.5 mg/l, Intra-dermal reaction to the tuberculin (IDRt) was 15 mm and HIV serology was positive. The chest X-ray was within normal limits. The thoracic CT-scan revealed an osteitis and arthritis sternoclavicular right joint with soft tissue abscess. He received twelve months antitubercular drugs according to the protocol 2 months RHZE/10 months RH and the outcome were favorable. 
Observation 3
A 51-year-old man, with a past medical history of treated pulmonary tuberculosis three years ago was admitted in rheumatology, because of swollen of right sternoclavicular joint, lasting twelve months with functional impotence of the homolateral upper limb. He took unknown drugs by his own initiative. These symptoms were associated with night fever, gradual weight lost, night sweating. The sternoclavicular joint was swollen, tender and painful. There was no particularity on visceral examination. The CRP was 24 mg/l, the ESR was 60 mm, the IDRt was measured at 18 mm and the HIV serology was positive. The chest X-ray didn't permit clearly to identify the sternoclavicular joint, the CT-scan showed an osteitis and arthritis with abscess of soft tissues (Figure 3) . The diagnosis of sternoclavicular joint tuberculosis was retained and the evolution was satisfactory after twelve months of treatment with antitubercular drugs according to the protocol of two months with RHZE followed by ten months of RH.
Discussion
The osteoarticular tuberculosis represents 2% to 5% of the overall tuberculosis [3] . The sternoclavicular localization is extremely rare (1% of all peripheral joint tuberculosis) [1] . This scarcity was noticed on studies carried out by Tuli [4] who identified only 7 cases of SCJT out of 1070 OAT. In the literature few cases of sternoclavicular arthritis are due to community germs, particularly Staphylococcus aureus compared to Mycobacterium tuberculosis. The diagnosis is sometimes delayed as seen in our three cases (mean duration of 4.5 months) because of slow onset of the few symptoms of disease [1] .
These unusual presentations of OAT appear in immunocompromised patients notably those with HIV as observed in two of our patients. Other causes of immune deficiency such as diabetes, cortisteroid therapy, sickle cell anemia, cancer, cytotoxic drugs, auto-immune diseases, chronic renal failure, can facilitate the onset of SCJT, but those risk factors were not seen in our patients. Usually SCJT is monoarticular with painful localized swollen joint as seen in our cases and it is associated in 20% to 40% to either pulmonary or lymph nodes involvement [3] . In three cases there was no visceral involvement. Only the third patient had a past medical history of pulmonary tuberculosis, usually found in one third of the cases [5] .
Concerning imaging, such localization is difficult to be seen on the X-ray because of the overlapping structures, thus making the CT-scan and (magnetic resonance imaging) MRI indispensible. The CT-scan can show lytic lesions, joint destruction, arthritis and soft tissue abscess. The MRI will show early soft tissue and bone involvement. In our cases the CT-scan revealed lesions that were not seen on X-rays. The CT-scan and MRI are reference imaging [6] as revealed in our cases. The diagnosis was confirmed by identification of Mycobacterium tuberculosis in the first case directly in the pus and in the second case, by the positivity of the PCR in the pus. The PCR is a recent technique with a specificity ranging from 92% to 98% allowing early diagnosis, seems new and unknown in the Sub-Saharan Africa [3] . In the third case the epidemiology, clinical, paraclinical arguments and obviously the evolution helped in diagnosis according to the Eti, et al.'s research results [7] . The first case is characterized by its acute onset (3 weeks), usually it is sub acute or chronic [8] - [10] . This acute onset will make to think first of all of sternoclavicular arthritis due to community germs. Other differential diagnosis could be rheumatoid arthritis, spondylarthropathies, articular chondrocalcinosis (pseudogout) or Tietze's syndrome [6] .
Concerning treatment, the antitubercular drugs based on the association rifampicin (R), isoniazid (H), ethambutol (E) and pyrazinamide (Z); according to the protocol of two months of RHZE followed by ten months of RH, remains widely used in our environment and is sufficient for the healing.
Conclusion
The sternoclavicular joint tuberculosis is exceptional. It can be revealed by unusual acute onset. The swollen sternoclavicular joint should draw attention and require investigations where CT scan and/or MRI are particularly important.
